Introduction
============

Transvenous catheter ablation of cardiac arrhythmias was first described in the 1980s.[@ehy709-B1]^,^[@ehy709-B2] In 1998, Haïssaguerre *et al.*[@ehy709-B3] introduced catheter ablation as a treatment option for atrial fibrillation (AF), which today is the dominating procedure in the majority of institutions. Over the past decades, the procedural techniques have gradually evolved and catheter ablation is currently considered the treatment of choice for many tachyarrhythmias. Technical developments, allowing precise visualization of the catheters and accurate tracking of ablation lesions and catheter movement, have reduced the need for fluoroscopy during the procedures.[@ehy709-B4] A wide range of diagnostic and ablations catheters designed for specific purposes, as well as different modalities of energy source, are available today. The continuous effort to improve the efficacy and safety is key in this development. Efficacy and safety of various catheter ablation treatments have primarily been in the setting of controlled trials or single-centre experiences from high-volume centres,[@ehy709-B7] while there is limited 'real-world' data about the safety and outcome of such procedure.[@ehy709-B11]

Using national population-based register data with virtually complete coverage, this study aims at describing the evolution of catheter ablation over the past decade with respect to types of arrhythmias treated, procedural characteristics, and the efficacy and safety of ablation in Sweden.

Methods
=======

Study population
----------------

Consecutive patients (≥18 years old at the time of the ablation) undergoing catheter ablation at one of the 11 ablation centres in Sweden (seven university institutions, three community hospitals, and one private institution) between 01 January 2006 and 31 December 2015 were included in the study. Follow-up data (repeat ablation and vital status) was collected through 31 December 2016.

Data collection
---------------

The Swedish Catheter Ablation Registry collects data on ablations performed in Sweden prospectively since 2004.[@ehy709-B16] Since 2006, all centres performing catheter ablation of cardiac arrhythmias in Sweden report to the register. Baseline characteristics are reported together with procedural characteristics, as well as data on in-hospital adverse events (see [Supplementary material online](#sup1){ref-type="supplementary-material"}, *[Table S1](#sup1){ref-type="supplementary-material"}* for definitions). Patient consent was obtained by information and offer of an opt-out alternative. The completeness of key variables \[personal identification number, age, gender, date of ablation, type of ablation, procedural time, fluoroscopy time, radiation dose, utilization of radio frequency or cryo energy, acute success (see [Supplementary material online](#sup1){ref-type="supplementary-material"}, *[Table S2](#sup1){ref-type="supplementary-material"}* for definitions), repeat ablation, and vital status by 31 December 2016\] is high. Coverage and register and data completeness are all exceeding 94% throughout the study period (see [Supplementary material online](#sup1){ref-type="supplementary-material"}, *[Table S3](#sup1){ref-type="supplementary-material"}* for details). Acute success was not reported until 2008 for cavotricuspid isthmus ablation (CTI) and not until 2009 for ablation of AF, ventricular tachycardia (VT), and premature ventricular contraction (PVC) ablation. For ancillary variables, only variables with at least 60% data completeness are reported in this study. Patients having more than one type of ablation performed at a single occasion contributed with data to all ablation types (with the exception of AF ablation with concomitant CTI, in which case only the AF ablation was reported). Likewise, patients undergoing more than one ablation during the course of the study, contributed with data to all relevant ablation types (including multiple entries to the same ablation type in the case of repeat ablations).

Vital status was collected from the Swedish cause of death register, which is a high-quality, virtually complete register of all deaths in Sweden since 1952.[@ehy709-B17] The study was approved by the ethics committee of Umeå University and complied with the Declaration of Helsinki.

Statistical analysis
--------------------

Data are presented as mean ± standard deviation (continuous variables) or percentage (categorical variables). When normal distribution could not be assumed, median and interquartile range (IQR) are used for continuous variables. For comparison between different years of ablation, independent sample Kruskal--Wallis test (continuous variables) or Mantel--Haenzsel test for trend (categorical variables) was used. When analysing the risk of subsequent repeat ablation, only patients undergoing a *de novo* ablation (for that particular arrhythmia) with acutely successful ablation, were included. Cumulative incidence function was used to analyse time to endpoint events.[@ehy709-B18] All tests were two-sided and a *P* \< 0.05 was considered statistically significant. All analyses were performed using IBM SPSS Statistics (IBM SPSS Statistics for Mac, Version 25.0. Armonk, NY, USA) or MATLAB R2016b (MathWorks Inc., Natick, MA, USA) running on Linux.

Results
=======

A total of 26 642 patients (mean age 57 ± 15 years, 62% men), undergoing 34 428 ablation procedures, during which 34 562 different arrhythmic substrates were treated, were included in the study. In total, 4034 accessory pathways/Wolff--Parkinson--White syndrome (AP/WPW) (12%), 7358 AV-nodal re-entrant tachycardias (AVNRT) (21%), 1813 atrial tachycardias (AT) (5.2%), 5481 CTI (16%), 11 916 AF (35%), 2415 AV node ablations (AVN, 7.0%), 581 PVC (1.7%), and 964 VT ablations (2.8%) were performed. Median follow-up time was 4.7 years (IQR 2.7--7.0 years).

The age and gender distribution by type of ablation is presented in *Table [1](#ehy709-T1){ref-type="table"}*. In summary, a female predominance was seen among patients undergoing AVNRT ablation (60%), AVN ablation (53%), and ablation for PVC (56%), whereas the largest male predominance was seen among patients undergoing AF ablation (73%), CTI ablation (80%), or VT ablation (73%). Patients treated for AP/WPW were the youngest (41 ± 16 years), while those undergoing AVN ablation were substantially older (73 ± 9 years). The rate of reported concomitant heart disease among patients undergoing ablation of supraventricular tachycardia was low (*Table [1](#ehy709-T1){ref-type="table"}*). Table 1Clinical and procedural characteristicsAP/WPW (*n* = 4034)AVNRT (*n* = 7358)AT (*n* = 1813)CTI (*n* = 5481)AF (*n* = 11 916)AVN (*n* = 2415)PVC (*n* = 581)VT (*n* = 964)Age41 ± 1652 ± 1655 ± 1662 ± 1259 ± 1073 ± 949 ± 1558 ± 15Male gender62%40%50%80%73%47%44%73%Heart disease Ischaemic heart disease4.0%8.1%11%19%8.2% Dilated cardiomyopathy1.6%1.5%5.8%11%3.3% Hypertrophic cardiomyopathy0.5%0.4%1.3%1.4%1.5% ARVC0%0%0%0.1%0%Procedure time (min)120 (90--160)100 (80--129)175 (130--220)105 (80--140)180 (140--220)60 (44--75)152 (120--185)177 (138--225)Fluoroscopy time (min)14 (8--24)8 (5--14)16 (10--7)14 (8--4)21 (13--34)5 (3--10)11 (6--20)17 (10--29)Radiation dose (cGycm^2^)981 (400--2200)465 (200--1000)984 (409--2279)1045 (471--2200)1880 (969--3690)308 (121--800)568 (200--1480)1700 (607--3900)RF-ablation94%66%89%76%88%99%97%99%RF time (s)155 (79--317)135 (77--257)486 (240--992)725 (430--1220)2358 (1556--3408)150 (80--338)444 (251--804)804 (422--1655)RF energy (kJ)5.2 (2.8--10)4.1 (2.4--7.5)15 (7.5--30)24 (14--40)65 (44--93)3.6 (2.0--8.3)12 (6.5--28)41 (17--71)Cryo-ablation9%36%16%27%13%1%4%1%Cryo time (s)480 (252--782)720 (480--1130)960 (524--1714)2295 (1654--3332)2148 (1669--3011)1814 (788--2077)730 (251--1578)937 (571--1809)Acute success91%97%80%95%97%97%83%86%[^1][^2]

The types of ablations performed in Sweden changed over the studied decade, with the most marked difference seen in the proportion of ablations of AF (*Figure [1](#ehy709-F1){ref-type="fig"}*). In 2006, 352 of the 1953 ablations performed were AF ablations (18%), while the corresponding number was 1869 of 4648 (40%) in 2015, translating to a 430% increase in the number of ablations of AF performed in Sweden during the study period. Similar increases, albeit with substantially lower absolute numbers, were seen for VT and PVC ablation (240% and 350% increase, respectively).

![Types of catheter ablations in Sweden between 2006 and 2015. *P* \< 0.0001 (Pearson *χ*^2^). AF, ablation of atrial fibrillation; AT, ablation of atrial tachycardia; AVN, AV-nodal ablation; AVNRT, AV-nodal re-entry tachycardia ablation; AP/WPW, accessory pathway/Wolff--Parkinson--White syndrome; CTI, cavotricuspid isthmus ablation; PVC, ablation of premature ventricular contraction; VT, ablation of ventricular tachycardia.](ehy709f1){#ehy709-F1}

The procedural characteristics by ablation type are shown in *Table [1](#ehy709-T1){ref-type="table"}*. The acute success rate, as ascertained by the operator, was very high for all procedures with the exception of AT (80%), PVC (83%), and VT (86%). The vast majority of the ablations were performed using radiofrequency energy. The largest share of procedures performed using cryo energy were seen in AVNRT (36%) and CTI ablation (36%). Only 13% of the ablations of AF performed in Sweden between 2006 and 2015 were done using cryo-balloon. Considerable reduction in procedural time, fluoroscopy time, and radiation dose were seen over time across all ablation types, with the most pronounced differences in VT, PVC, and AF (*Figure [2](#ehy709-F2){ref-type="fig"}*). Changes were observed in the acute success rate for AP/WPW, VT, and PVC ablation, with a higher success rate in more recently performed ablations (*P* \< 0.05 for all trends). In contrast, a subtle decrease in success rate was seen for AVN ablation (*P* \< 0.05, *Figure [2](#ehy709-F2){ref-type="fig"}*).

![(*A*) Median procedure time, by ablation type and treatment year. (*B*) Median fluoroscopy time, by ablation type and treatment year. (*C*) Acute success, by ablation type and treatment year. (*D*) Median radiation dose, by ablation type and treatment year. \**P* \< 0.001 (independent sample Kruskal--Wallis test); ^†^*P* = 0.005 (independent sample Kruskal--Wallis test); ^‡^*P* = 0.001 (independent sample Kruskal--Wallis test); ^\#^*P* = 0.023 (Mantel--Haenzsel test for trend). AF, ablation of atrial fibrillation; AT, ablation of atrial tachycardia; AVN, AV-nodal ablation; AVNRT, AV-nodal re-entry tachycardia ablation; AP/WPW, accessory pathway/Wolff--Parkinson--White syndrome; CTI, cavotricuspid isthmus ablation; PVC, ablation of premature ventricular contraction; VT, ablation of ventricular tachycardia.](ehy709f2){#ehy709-F2}

The likelihood of a repeat ablation for the same arrhythmia as the index procedure, varied markedly depending on ablation type (*Table [2](#ehy709-T2){ref-type="table"}*). The lowest rates of repeat ablation were seen in patients undergoing AVN ablation (2.4% and 2.6% at 1 and 3 years, respectively). In contrast, the corresponding numbers for AF ablation were 20% and 41% (at 1 and 3 years). Moreover, the timing of repeat ablation differed depending on ablation type, while some types had most repeat ablations done within the first year (e.g. AVN ablation and AP/WPW), other had repeat ablations performed later to a larger extent (e.g. AF and AT) (*Figure [3](#ehy709-F3){ref-type="fig"}*). Table 2Long-term outcome (repeat ablation within 1 and 3 years)AVRTAVNRTATCTIAFAVNPVCVTCountPercentage95% CICountPercentage95% CICountPercentage95% CICountPercentage95% CICountPercentage95% CICountPercentage95% CICountPercentage95% CICountPercentage95% CIRedo procedure within 1 year192/30366.35.5--7.2180/63842.8(2.4--3.2)121/1050129.6--13214/36515.95.1--6.61263/64602019--2142/17642.41.7--3.141/321139.1--1681/4461815--22Redo procedure within 3 years183/23727.76.6--8.8225/48024.7(4.1--5.3)143/7771816--21233/25919.07.9--101670/41134139--4229/11162.61.6--3.538/1862015--2659/2702217--27[^3][^4]

![Cumulative incidence function plot illustrating the probability of repeat ablation (same arrhythmia) after a *de novo* ablation. Numbers at risk are illustrated in the accompanying table. AF, ablation of atrial fibrillation; AVN, AV-nodal ablation; AVNRT, AV-nodal re-entry tachycardia ablation; AP/WPW, accessory pathway/Wolff--Parkinson--White syndrome; CTI, cavotricuspid isthmus ablation; PVC, ablation of premature ventricular contraction; VT, ablation of ventricular tachycardia.](ehy709f3){#ehy709-F3}

Over time, the risk of a repeat ablation for the same arrhythmia following a *de novo* procedure changed depending on arrhythmia type (*Figure [4](#ehy709-F4){ref-type="fig"}*). For AF, a gradual decrease in the rates of the repeat ablations were seen over time (e.g. 25% repeat ablation within 1 year in 2009, compared with 15% in 2016, *P* \< 0.0001, Mantel--Haenzsel test for trend). The repeat ablation rates for the remaining types of ablation were stable over time, without significant changes.

![Rate of repeat ablation (for the same substrate) in *de novo* ablations with acutely successful result (as judged by the operator by the end of the procedure), by arrhythmia substrate and year of index procedure. The thicker line represents the rate of repeat ablation within 1 year of the index procedure, whereas the thinner lines represent the rate of repeat ablation within 3 years of the index procedure. Analyses for trend was performed using Mantel--Haenzsel test for trend. AF, ablation of atrial fibrillation; AT, ablation of atrial tachycardia; AVN, AV-nodal ablation; AVNRT, AV-nodal re-entry tachycardia ablation; AP/WPW, accessory pathway/Wolff--Parkinson--White syndrome; CTI, cavotricuspid isthmus ablation; PVC, ablation of premature ventricular contraction; VT, ablation of ventricular tachycardia.](ehy709f4){#ehy709-F4}

The reported adverse events are summarized in *Table [3](#ehy709-T3){ref-type="table"}*. Overall, the event rate was low {595 events reported in 34 562 procedures \[1.7%; 95% confidence interval (CI) 1.6--1.9%\]}. The highest rates of adverse events were seen for AF ablation \[329 events in 11 916 procedures (2.8%; 95% CI 2.5--3.1%)\], for PVC \[20 events in 581 procedures (3.4%; 95% CI 2.0--4.9%)\], and for VT ablation \[43 events in 964 procedures (4.5%; 95% CI 3.2--5.8%)\]. The most frequently reported type of adverse event was pericardial effusion and/or tamponade \[228 events in 34 562 procedures (0.66%)\]. Within the first 3 months following ablation, a total of 116 patients (0.34%) died, 51 of whom died within the first month post-ablation. More than half of these patients (*n* = 72, 62%) had undergone VT (*n* = 24) or AV nodal ablation (*n* = 48). Eight patients who had undergone an ablation to treat AF died within 3 months of the ablation, five of these within a month of the procedure. The causes of death are listed in *Table [4](#ehy709-T4){ref-type="table"}*. Overall, the most common causes of death were chronic ischaemic heart disease (*n* = 31, 27%), malignant neoplasms (*n* = 14, 12%), and heart failure (*n* = 11, 9.5%). Table 3Safety (adverse events per treatment group)AVRT (*n* = 4034)AVNRT (*n* = 7358)AT (*n* = 1813)CTI (*n* = 5481)AF (*n* = 11 916)AVN (*n* = 2415)PVC (*n* = 581)VT (*n* = 964)Total (*n* = 34 562)Cerebral haemorrhage5 (0.12%)2 (0.03%)3 (0.17%)8 (0.15%)30 (0.25%)4 (0.17%)4 (0.69%)9 (0.93%)65 (0.19%)Cerebrovascular accident including TIA03 (0.04%)4 (0.22%)4 (0.07%)38 (0.32%)01 (0.17%)3 (0.31%)53 (0.15%)Pericardial effusion17^a^ (0.42%)12 (0.16%)4 (0.22%)8 (0.15%)158 (1.3%)7 (0.29%)6 (1.0%)16 (1.7%)228 (0.66%)Major bleeding or haematoma10 (0.25%)3 (0.04%)4 (0.22%)12 (0.22%)50 (0.42%)3 (0.12%)3 (0.52%)4 (0.41%)89 (0.26%)AV-block requiring treatment3 (0.07%)5 (0.07%)01 (0.02%)5 (0.04%)001 (0.10%)15 (0.04%)Pulmonary emboli1 (0.02%)5 (0.07%)01 (0.02%)00007 (0.02%)Deep vein thrombosis01 (0.01%)001 (0.01%)1 (0.04%)003 (0.01%)Peripheral emboli4 (0.10%)3 (0.04%)01 (0.02%)1 (0.01%)01 (0.17%)010 (0.03%)Pulmonary vein stenosis00009 (0.08%)0009 (0.03%)Persistent phrenic nerve injury00002 (0.02%)0002 (0.01%)Unspecified adverse event19 (0.47%)21 (0.29%)7 (0.39%)10 (0.18%)35 (0.29%)6 (0.25%)5 (0.86%)10 (1.0%)113 (0.33%)Any reported adverse event59 (1.5%)55 (0.75%)22 (1.2%)45 (0.82%)329 (2.8%)21 (0.87%)20 (3.4%)43 (4.5%)595 (1.7%) 95% confidence interval(1.0--1.8%)(0.55--0.94%)(0.71--1.7%)(0.58--1.1%)(2.5--3.1%)(0.50--1.2%)(2.0--4.9%)(3.2--5.8%)(1.6--1.9%)Death within 30 days of ablation3 (0.07%)2 (0.03%)2 (0.11%)8 (0.15%)5 (0.04%)16 (0.66%)015 (1.6%)51 (0.15%)Death 31--90 days after ablation07 (0.10%)2 (0.11%)11 (0.20%)3 (0.03%)32 (1.33%)1 (0.17%)9 (0.93%)65 (0.19%)[^5][^6]Table 4Causes of death within three months of ablationCause of deathICD-10AP/WPW (*n* = 4034)AVNRT (*n* = 7358)AT (*n* = 1813)CTI (*n* = 5481)AF (*n* = 11 916)AVN (*n* = 2415)PVC (*n* = 581)VT (*n* = 964)Total (*n* = 34 562)Malignant neoplasmsC00--C9712541114 (12%)Diabetes mellitusE10--E14224 (3.4%)Major cardiovascular diseases Diseases of the heart  Acute myocardial infarctionI21--I222122310 (8.6%)  All other forms of chronic ischaemic heart diseaseI20, I2531141331 (27%)  Pulmonary heart disease/pulmonary circulationI26--I281113 (2.6%)  Non-rheumatic aortic valve disordersI3422 (1.7%)  CardiomyopathyI4211428 (6.9%)  Conduction disorders and cardiac dysrhythmiasI44--I491113 (2.6%)  Heart failureI5046111 (9.5%) Cerebrovascular diseases  Intracerebral and other intracranial haemorrhageI61--I62213 (2.6%)  Cerebral infarctionI6311215 (4.3%) Diseases of arteries, arterioles and capillariesI70--I78112 (1.7%)Influenza and pneumoniaJ10--J181113 (2.6%)Chronic lower respiratory diseasesJ40--J47 22 (1.7%)Diseases of the digestive system Vascular disorders of intestineK55112 (1.7%)Nephritis, nephrotic syndrome and nephrosisN1911 (0.9%)Motor vehicle accidentsV2811 (0.9%)Intentional self-harmX60--X841113 (2.6%)Other diseases1528 (6.9%)Number of deaths within 3 months of ablation39419848124116 (100%)[^7]

Discussion
==========

Using a complete, population-based registry in the setting of a universal, single-payer healthcare system, this study demonstrates a doubling of the number of ablations over a 10-year period. Ablation of AF is the main driver behind this increase and accounts for 40% of all ablations performed in Sweden 2015. The rates of repeat ablation of AF is lower in recent years, in spite of the overall increase in ablation volumes. The use of fluoroscopy is steadily declining, with the largest decline seen for the more complex procedures. Overall, catheter ablation seems to be a safe procedure, with low reported adverse events rates, including mortality rates.

All catheter ablations performed in Sweden are prospectively reported to the Swedish Catheter Ablation Registry since 2006. In addition, the completeness of data has consistently been very high, when compared with the National Patient Register,[@ehy709-B19] with coverage percentage in the high 90s. Thus, the presented estimates of the number of ablations and repeat ablations are likely to be highly accurate. The mean ages and gender distributions observed in this study are largely as expected and are well in keeping with previously published reports using register data.[@ehy709-B11]^,^[@ehy709-B15] Moreover, the presence of concomitant heart disease among patients undergoing ablation of supraventricular tachycardia is low, again in keeping with previously published data.[@ehy709-B11] Taken together, this implies that although the background information is limited, the treated population is likely to be representative of a typical ablation population in the setting of a universal, single-payer healthcare system.

Over the course of the study, the number of ablations for all ablation types increased. However, while the rate of increase between 2006 and 2015 was modest for some ablations, such as AP/WPW, AVNRT, and CTI (about a 30% increase for each of them), the increase was pronounced for ablation of AF (more than four times as many), VT and PVC (at least 2.5 times as many). Given the high prevalence of AF, AF ablation is the main driver between the increase in total ablation volumes. This trend is well in keeping with the strong recommendation for catheter ablation in patients with symptomatic AF on antiarrhythmic drug therapy in recent European Society of Cardiology (ESC) guidelines for the management of AF.[@ehy709-B20] Granted that the absolute numbers of VT and PVC ablations are still low, the impact on the annual ablation volumes is modest. However, in selected patient populations, VT ablation has a Class I recommendation in the current ESC Guidelines for the management of patients with ventricular arrhythmias,[@ehy709-B21] and the number of VT ablations is therefore likely to keep increasing in years ahead. Similar trends can be seen in other European countries, when looking at annually reported ablation volumes.[@ehy709-B22] However, the accuracy of those numbers is likely to vary substantially between countries, due to different abilities to accurately track the actual ablation numbers.

At some point after 2012 the relative proportion of AVN ablations seem to increase. Given the sparsity of data, the exact mechanism for this increase cannot be determined in this study, but one may speculate that it is an increase in the number of AVN ablations for rate control in cardiac resynchronization therapy driving this change.

In spite of a shift towards more complex procedures, a dramatic decrease in fluoroscopy time, as well as in radiation dose, is seen in this study. For AF ablation, the median fluoroscopy time and radiation dose was only a third in 2015 compared with that a decade earlier. Previously, smaller series have reported similar temporal trends.[@ehy709-B23] Importantly, although fluoroscopy has been widely used since the beginning of interventional electrophysiology, the procedure is *de facto* not dependent on fluoroscopic imaging. Consequently, non-fluoroscopic three-dimensional systems can be used to navigate electrophysiology catheters with no or minimal use of fluoroscopy. The introduction and refinement of three-dimensional mapping systems is likely to be a key component in the observed reduction in fluoroscopy time and radiation dose.[@ehy709-B4]^,^[@ehy709-B24] In addition, the decreasing radiation doses may be attributed to more experienced operators, leading to the use of lower frame rates, pulsed fluoroscopy, the avoidance of magnification, and optimal adjustments of the fluoroscopy exposure rates.

Data on definite arrhythmia recurrence in this study is lacking, reliable data on repeat procedures are available. With some obvious limitations (e.g. patients may well have arrhythmia relapse without undergoing a repeat ablation), analyses of repeat ablation offer a reasonable surrogate for arrhythmia relapse. Furthermore, it is important to keep in mind that acute success is not a reliable marker of long-term success. An apparent discordance between acute and long-term success is illustrated in AF ablation, where the acute success rate was 97%, and the repeat ablation rate within 3 years exceeded 40%. Keeping all of the above in mind, a notable progressive decrease in the rates of repeat AF ablation was observed. This is well in keeping with the recent findings in the Danish ablation registry.[@ehy709-B15] As expected, the cumulative rate of AF relapse was higher in the study by Pallisgaard *et al.*[@ehy709-B15] (where relapse was studied rather than repeat ablation), but the decreasing trends are similar. Given the limited data on background information in this study, the exact underlying mechanism for this observation cannot be determined. However, the increased operator experience and the availability of improved ablation catheters and techniques are possibly important factors. This needs to be confirmed in subsequent studies.

Not surprisingly, the patterns of if and when the risk of a repeat ablation plateaus differed substantially between the different types of ablation. A high risk of early repeat ablation, sustained over time at a lower level, was seen for VT, PVC, and AT, whereas following a risk of early repeat ablation, the risk largely plateaued for AVN ablation, AVNRT, AP/WPW, and CTI. The highest risk of repeat ablation, by far, was seen for AF ablation. Although the likelihood of a repeat ablation decreased over time, it remains substantial in the longer term. This is in keeping with results reported from high-volume, single-centres.[@ehy709-B8]^,^[@ehy709-B10]

In this study, we demonstrate a very low rate of adverse events, with a reported adverse event rate of less than one in 50 cases. As expected, the risk of an adverse event was highly dependent on the type of ablation being performed, with a higher risk seen in ablation of VT, PVC, and AF. However, the reported risk of an adverse event in an AF ablation was 2.8%, which is substantially lower than that reported in the most recent worldwide survey on catheter ablation for AF.[@ehy709-B12] The rate of death following AF ablation in this study is considerably lower than in the worldwide survey. Of note, the most recent worldwide survey only reports on procedures performed between 2003 and 2006, and a recently published study indicate that the rate of adverse events is declining in more contemporary settings.[@ehy709-B23]

Limitations of the study
------------------------

Detailed background information apart from age and gender is largely lacking. This makes it more challenging to interpret some the reported data, in particular regarding VT ablation, where the patient population is likely to be heterogeneous. In this study uniform data on follow-up is lacking and repeat ablation was used as a surrogate for relapse of arrhythmia. This measure has inherent limitations and true effectiveness of the ablation procedures cannot be reliably determined without structured rhythm follow-up. This is particularly true for arrhythmias in which a relapse is not necessarily equivalent to a repeat ablation (e.g. AF and VT). Thus, repeat ablation should be viewed as the lower limit of the true relapse rate. Lastly, under-reporting of adverse events in this study is highly likely and the clinical routines for capturing adverse events differ between centres and a routine for auditing centres was lacking. Thus, the reported events rates should be considered as the lower limits of the true adverse event rate, which is bound to be higher than the reported. By collecting information on vital status from the Swedish cause of death register, this limitation was circumvented for mortality. Information on cause of death, beyond the cause stated in the Swedish cause of death register, was not available for the current analyses.

Conclusions
===========

In a nation-wide, population-based study, in the setting of a universal, single-payer healthcare system, we demonstrate that the number of ablations more than doubled during the last decade. Ablation of AF is the main driver behind this increase and AF ablation accounted for 40% of all ablations in Sweden 2015. The rate of repeat AF ablation is lower in recent years, in spite of the overall increase in ablation volumes. The utilization of fluoroscopy is on a dramatically declining, with a more than 50% reduction overall. Furthermore, in this study catheter ablation procedures are associated with low rates of reported adverse events and death.
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Click here for additional data file.

[^1]: Fields with less than 60% completeness of data are not reported.

[^2]: AF, ablation of atrial fibrillation; ARVC, arrhythmogenic right ventricular cardiomyopathy; AT, ablation of atrial tachycardia; AVN, AV-nodal ablation; AVNRT, AV-nodal re-entry tachycardia ablation; AP/WPW, accessory pathway/Wolff--Parkinson--White syndrome; CTI, cavotricuspid isthmus ablation; PVC, ablation of premature ventricular contraction; VT, ablation of ventricular tachycardia.

[^3]: The risk of repeat ablation for the same arrhythmia as the original procedure. Only *de novo* procedures, deemed acutely successful are included. The numbers for redo procedures within 3 years, include only patients treated 2006 through 2013.

[^4]: AF, ablation of atrial fibrillation; AT, ablation of atrial tachycardia; AVN, AV-nodal ablation; AVNRT, AV-nodal re-entry tachycardia ablation; AP/WPW, accessory pathway/Wolff--Parkinson--White syndrome; CI, confidence interval; CTI, cavotricuspid isthmus ablation; PVC, ablation of premature ventricular contraction; VT, ablation of ventricular tachycardia.

[^5]: AT, ablation of atrial tachycardia; AF, ablation of atrial fibrillation; AVN, AV-nodal ablation; AVNRT, AV-nodal re-entry tachycardia ablation; AP/WPW, accessory pathway/Wolff--Parkinson--White syndrome; CTI, Cavotricuspid isthmus ablation; PVC, ablation of premature ventricular contraction; VT, ablation of ventricular tachycardia.

[^6]: Information on vital status was collected from the Swedish Cause of Death Register.

[^7]: AT, ablation of atrial tachycardia; AF, ablation of atrial fibrillation; AVN, AV-nodal ablation; AVNRT, AV-nodal re-entry tachycardia ablation; AP/WPW, accessory pathway/Wolff--Parkinson--White syndrome; CTI, cavotricuspid isthmus ablation; PVC, ablation of premature ventricular contraction; VT, ablation of ventricular tachycardia.
